SUMMARY Electrodiagnostic examination of 11 patients with shoulder dislocation revealed nerve damage not previously reported. Although axillary nerve lesions were most common, posterior cord and musculocutaneous nerve damage occurred each in five cases. The mechanism of injury was important. The most surprising patterns were associated with blunt injury or recurrent spontaneous dislocation.
Shoulder dislocation can cause nerve damage. Well-known in the literature are isolated axillary nerve lesions or global brachial plexus injury,'1-6 evident on clinical examination. Clinical muscle and sensory testing presents difficulties in the presence of pain associated with limb movement; this can be overcome using electrodiagnostic studies.7 A series of 11 patients with shoulder dislocation is presented with extensive electrodiagnostic evaluation. Although several patients had familiar nerve injuries, some previously unpublished patterns were documented.
Subjects and methods
Eleven cases of shoulder dislocation examined during the period 1975-1983 were reviewed. Cases with concommitant fractures in the shoulder region (except fracture/dislocation of the humeral head) were omitted. One case with preexisting acromion tip fracture was included. There were eight males and three females, ages 28 to 76 years.
Electrodiagnostic studies consisted of extensive electromyography including muscles representing all brachial plexus roots and nerves, even with no clinically evident involvement. Motor conduction, sensory nerve action potentials, and F wave studies were also included.8 Denervation was considered to be present if fibrillation potentials, positive sharp waves, or bizarre high-frequency potentials were detected (with less emphasis on long-duration polyphasic motor unit potentials, or decreased recruitment pattern).
Results (Table) INJURY Axillary nerve injury is a well-known complication, particularly on anterior dislocation. The short course around the humeral neck puts the nerve on traction with forward humeral displacement.6 In this series, all but one patient had involvement of this nerve; in three cases the lesion was isolated. The posterior cord (both axillary and radial nerves) was damaged in five patients. In one case, the lesion was isolated. In two patients there was severe widespread brachial plexus damage, with suprascapular nerve involvement in one. In another, the medial cord of the plexus was damaged. The involvement in case 8 was unique, with axillary nerve damage (undetected clinically) and damage to the branch innervating the triceps only. The injury was blunt trauma by a beam causing joint separation. In this one instance, branches innervating the triceps were damaged but more distal radial nerve fibres were spared.
Another surprising finding was musculocutaneous nerve injury in five patients; in one case it was isolated. In two instances, there was additional axillary nerve damage. In another two patients it was part of extensive brachial plexus damage. Thus, the musculocutaneous nerve seems surprisingly vulnerable to damage by shoulder dislocation. This is not wellknown; only two cases have been reported in the literature.9 0O Milton" demonstrated that a combination of downward traction and external rotation places this nerve on stretch. Stevens'°described this nerve as "snubbed" at its origin in the plexus, as it traverses the coracobrachialis muscle and the fascia near the biceps. It may be injured by "side stress". In this series, other nerves were injured, but only with diffuse brachial plexus damages.
The specific injury mechanism seems to be the most significant determinant of the pattern of nerve 
